S ince the introduction of the flow-directed balloontipped catheter (Swan-Ganz) for continuous monitoring of hemodynamic function and cardiac pacing, a number of authors have reported complications associated with the routine use of this catheter.1-3 Arrhythmias, infection, perforation of the pulmonary artery, as well as vascular occlusion and pulmonary infarction have occurred. In addition, the catheter has injured the pulmonic and tricuspid valves and has been reported to knot within the ventricle. Recently, I had the opportunity to evaluate a patient with a Swan-Ganz pacing catheter with yV--noted the patient to have a BP of 68/42 mm Hg, and an irregular pulse rate of 26 beats/min. A cardiac rhythm (lead 2) suggested a third-degree heart block with junctional escape rhythm. The (Table 1) . A new chest radiograph revealed the heart size to be normal. Persistent bilateral basilar infiltrates were seen. The Swan-Ganz catheter appeared looped in the right ventricle with the tip of the catheter below the diaphragm and presumed in the right hepatic vein (Fig 2) . Echocardiogram revealed an ejection fraction of 10 to 20 percent.
In view of the inappropriate placement of the Swan-Ganz catheter and suspected hepatic vein obstruction, the decision was made to replace the catheter. The patient was 100 percent dependent on the pacemaker as indicated by a trial of turning off the pacemaker resulting in the patient's heart rate dropping to 30 beats/min with an occasional junctional escape rhythm and systolic BP dropping to 40 mm Hg. A new pacing Swan-Ganz catheter was inserted before removal of the old catheter with the use of fluoroscopy to ensure appropriate placement and to detect possible entanglement with the initial Swan-Ganz catheter. This was performed successfully with appropriate pacemaker capture. Hemodynamics were now appropriately recorded (Table 1) . 
CASE REPORT
The patient is a 61-year-old white woman who presented complaining of 3 months of increasing pleuritic left lower chest pain, dyspnea on exertion, and fatigue. She had had no change in her chronic cough or production of white sputum. One week prior to admission, the patient had presented to the emergency ward, where a chest x-ray film (Fig 1) showed a left-sided pleural effusion, which was found to be exudative. The findings from physical examination were remarkable for decreased breath sounds at the lung bases bilaterally, with some dullness to percussion of the left base.
A tuberculin skin test was positive. A workup in the hospital included thoracentesis (X4) and two pleural biopsies, all negative for granulomata, acid-fast organisms, or tumor. A liver-spleen scan and mammograms were normal. A chest x-ray film (Fig 2) and chest computed tomogram (Fig 3) 
